Next, the surgeon should be asked to look at each patient socially and medically before he puts them on a day-case waiting list. He should question the patients' home conditions, and anyone living alone or with no suitable person to look after them should not be considered. In addition, he should be asked not to require general anesthesia for the old and the chronically ill as day cases.
The Routine
The organization of the day patients at Peterborough District Hospital is as follows. The linchpin is the nursing staff, success depending on their knowledge and organizing ability. Fourteen days before the operation the patients are written to by the ward sister and are told the date and time of the operation, where to come and what to bring. They are asked to go as soon as possible to their general practitioner with a form on which he writes details of any drugs the patient is being given; this form also informs him of the date of operation. Patients are then asked to come seven days before the operation, with this form, to see the ward and get to know the staff. They are told exactly what will happen and are warned about eating and drinking on the day of operation, and about not being able to drive themselves home on that evening; and they are advised whether or not they need the ambulance service to transport them to and from the hospital. They are sent for a chest X-ray and a hxemoglobin examination. The radiological and hoematological departments allow the ward sister or her deputy to sign the form for these routine investigations and the reports are returned to the ward. If an abnormality is reported, the anesthetist concerned is informed and he decides whether the operation is to go ahead or if further investigations or inpatient treatment would be more suitable.
On the day of the operation, the patients arrive in good time, half an hour before an operating list starts. The nursing staff take their blood pressure, pulse and temperature and examine their urine. It is now that the anesthetist meets and examines patients for the first time. As he has to make important decisions in a short time he must be of some experience and we think should always be a consultant.
During a day-case operating list, the commonest upset in organization is an insufficient number of porters. The hospital administration must be informed that these lists consist entirely of short cases and thus, to prevent delay between cases, several porters are needed to move the patients. Similarly, the operating theatre must have many prepacked sterilized instrument sets so that operations may follow on easily. An anesthetic recovery room, suitably equipped and staffed, is as necessary near a day theatre as in the main theatre.
All day-case anxsthetics should be in the morning. The duty anesthetist should look at the patients in the afternoon to see that they are in reasonable condition. At this visit it can be confirmed that they have been supplied with analgesic drugs. The pharmacy has had to be persuaded to issue these drugs to those who are, in effect, outpatients.
The organization outlined has been worked out by all the anesthetists giving such anaesthetics, and by the sister and staff in the day ward. The radiological, hematological and pharmacy departments have all cooperated excellently. The ambulance service has been particularly reliable.
The main problems have been: (1) too few experienced aneesthetists available during the summer months; (2) There is little information on the recovery period following day-case surgery. Sutherland & Horsfall (1961) found a high incidence of nausea and vomiting after outpatient surgery for varicose vein stripping and inguinal herniorrhaphies. Fahy & Marshall (1969) reported a 44.9% incidence of symptoms attributable to general anesthesia for outpatient procedures. The aim of the present study was to estimate the postoperative morbidity in outpatients.
Method
One hundred patients attending hospital for daycase surgery were investigated. All received preoperative instructions regarding food, fluids and driving. No premedication was administered and every patient received a simple anesthetic of propanidid, nitrous oxide, oxygen and halothane. The patients completed a questionnaire 48 hours after the operation and a 99 % return rate was achieved.
Results
Of these patients, 31 % journeyed home unaccompanied and 9 % drove themselves home. Riding (1975) has reviewed the minor sequelh of anesthesia. The present study demonstrates that day-case surgical procedures carry a high postoperative morbidity. It may be worthwhile for anxsthetists to assess the morbidity in their own area and to select anesthetic techniques appropriate for outpatient surgery. This form of surgery must increase if current bed closures and nurse shortages continue. In addition there is sufficient evidence to indicate that young children, married women and businessmen prefer outpatient surgery.
Day-case surgery should not be a second-class service and consultant involvement is essential.
Junior anesthetists should not be exposed to the risks involved in this type of surgery since there is a high incidence of relevant medical histories in these outpatients. Where possible the total operating time should not exceed 15 minutes. The development of anesthetic assessment clinics may prove a profitable advance in patient care in future.
The medicolegal implications are obvious and in Aberdeen a consent form with preoperative instructions and patient assessment questions has been devised. Active cooperation should exist between the hospital, the general practitioner and the district nurse in the immediate postoperative period. The nurse may assist the anesthetist by recording postoperative symptoms; and if suxamethonium has been employed in the anmsthetic technique then the patient's doctor should be informed in case postoperative muscle pains develop.
Outpatients should not be allowed to journey home unaccompanied and they must be discouraged from driving and working with machinery for 24 hours. Despite these precautions anaesthetists should be aware that patients frequently disregard their advice. The centralization of day-case surgical facilities as described by Calnan (1973) may aid patient assessment in the recovery period.
Simple anaesthetic procedures have been shown by Ogg (1972) to give a high postoperative morbidity. The 27% incidence of headache in his study was in agreement with the 15% headache reported by Thomas (1963) . Tyrrell & Feldman (1968) reduced the incidence of headache from 60% to 12% by excluding halothane from their anwsthetic technique. Trichloroethylene and methoxyflurane anesthesia prolong recovery in day-case surgery and can offer little advantage over halothane.
Anesthetists must focus their attention on suitable techniques for outpatient surgery. In the Scandinavian countries local analgesia is popular for minor limb surgery. The combination of intravenous pentazocine for cystoscopies followed by a specific narcotic antagonist may prove a worthwhile area for research. Postoperative analgesia can present problems but Kay (1974) Of these 3199 were day cases. This term is used to cover a patient's arrival, medical examination, anesthesia and surgery, recovery and discharge home, within a period 8.30 in the morning to 5.00 in the afternoon. It is never intended that surgery should be carried out after midday.
This type of work has been undertaken for oral surgery on fit patients, when it is normally anticipated that the surgery will be completed within some 45 minutes; and for dental conservation, particularly in mentally handicapped patients. The nature and extent of the work on these patients result in a considerable increase in the average duration of anesthesia and it is not uncommon for a full-mouth restoration to take some three hours. The distribution of patients between these two groups is set out in Table 1. 
